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COLORADO SEMINARY CAFETERIA PLAN 
 

INTRODUCTION 
 

We have amended the "Flexible Benefits Plan" that we previously established for you and other eligible employees. Under this 
Plan, you will be able to choose among certain benefits that we make available. The benefits that you may choose are outlined in this 
Summary Plan Description. We will also tell you about other important information concerning the amended Plan, such as the rules 
you must satisfy before you can join and the laws that protect your rights. 
 

One of the most important features of our Plan is that the benefits being offered are generally ones that you are already paying 
for, but normally with money that has first been subject to income and Social Security taxes. Under our Plan, these same expenses 
will be paid for with a portion of your pay before Federal income or Social Security taxes are withheld. This means that you will pay 
less tax and have more money to spend and save. 
 

Read this Summary Plan Description carefully so that you understand the provisions of our amended Plan and the benefits you 
will receive. This SPD describes the Plan's benefits and obligations as contained in the legal Plan document, which governs the 
operation of the Plan. The Plan document is written in much more technical and precise language. If the non-technical language in 
this SPD and the technical, legal language of the Plan document conflict, the Plan document always governs. Also, if there is a 
conflict between an insurance contract and either the Plan document or this Summary Plan Description, the insurance contract will 
control. If you wish to receive a copy of the legal Plan document, please contact the Administrator. 
 

This SPD describes the current provisions of the Plan which are designed to comply with applicable legal requirements. The Plan 
is subject to federal laws, such as the Internal Revenue Code and other federal and state laws which may affect your r ights. The 
provisions of the Plan are subject to revision due to a change in laws or due to pronouncements by the Internal Revenue Service 
(IRS) or other federal agencies. We may also amend or terminate this Plan. If the provisions of the Plan that are described in this SPD 
change, we will notify you. 
 

We have attempted to answer most of the questions you may have regarding your benefits in the Plan. If this SPD does not 
answer all of your questions, please contact the Administrator (or other plan representative). The name and address of the 
Administrator can be found in the Article of this SPD entitled "General Information About the Plan." 
 

I 
ELIGIBILITY 

 
1. When can I become a participant in the Plan?  
 

Before you become a Plan member (referred to in this Summary Plan Description as a "Participant"), there are certain rules 
which you must satisfy. First, you must meet the eligibility requirements and be an active employee. After that, the next step is to 
actually join the Plan on the "entry date" that we have established for all employees. The "entry date" is defined in Question 3 below. 
You will also be required to complete certain application forms before you can enroll in the Health Flexible Spending Account or 
Dependent Care Flexible Spending Account. 
 
2. What are the eligibility requirements for our Plan?  
 

You will be eligible to join the Plan as of your date of hire with us. Of course, if you were already a participant before this 
amendment, you will remain a participant. 
 
3. When is my entry date?  
 

Once you have met the eligibility requirements, your entry date will be the first day of the month coinciding with or following the 
date you met the eligibility requirements. 
 
4. Are there any employees who are not eligible?  
 

Yes, there are certain employees who are not eligible to join the Plan. They are: 
 

-- Employees who are part-time. A part-time employee is someone who works, or is expected to work, less than 20 hours a week. 
 
5. What must I do to enroll in the Plan?
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There are detailed rules on when a change in election is deemed to be consistent with a change in status. In addition, there are 

laws that give you rights to change health coverage for you, your spouse, or your dependents. If you change coverage due to rights 
you have under the law, then you can make a corresponding change in your elections under the Plan. If any of these conditions apply 
to you, you should contact the Administrator. 
 

If the cost of a benefit provided under the Plan increases or decreases during a Plan Year, then we will automatically increase or 
decrease, as the case may be, your salary redirection election. If the cost increases significantly, you will be permitted to either make 
corresponding changes in your payments or revoke your election and obtain coverage under another benefit package option with 
similar coverage, or revoke your election entirely. 
 

If the coverage under a Benefit is significantly curtailed or ceases during a Plan Year, then you may revoke your elections and 
elect to receive on a prospective basis coverage under another plan with similar coverage. In addition, if we add a new coverage 
option or eliminate an existing option, you may elect the newly-added option (or elect another option if an option has been eliminated) 
and make corresponding election changes to other options providing similar coverage. If you are not a Participant, you may elect to 
join the Plan. There are also certain situations when you may be able to change your elections on account of a change under the plan 
of your spouse's, former spouse's or dependent's employer. 
 

These rules on change due to cost or coverage do not apply to the Health Flexible Spending Account, and you may not change 
your election to the Health Flexible Spending Account if you make a change due to cost or coverage for insurance or if you decide to 
participate in the Health Savings Account. 
 

You may not change your election under the Dependent Care Flexible Spending Account if the cost change is imposed by a 
dependent care provider who is your relative. 
 
6. May I make new elections in future Plan Years?  
 

Yes, you may. For each new Plan Year, you may change the elections that you previously made. You may also choose not to 
participate in the Plan for the upcoming Plan Year. If you do not make new elections during the election period before a new Plan 
Year begins, we will assume you want your elections for insured benefits only to remain the same and you will not be considered a 
Participant for the non-insured benefit options under the Plan for the upcoming Plan Year. 
 

IV 
BENEFITS 

 
1. What benefits are offered under the Plan?  
 

Under our Plan, you can pay for the following benefits or expenses during the year: 
 
2. Health Flexible Spending Account  
 

The Health Flexible Spending Account enables you to pay for expenses allowed under Sections 105 and 213(d) of the Internal 
Revenue Code which are not covered by our insured medical plan and save taxes at the same time. The Health Flexible Spending 
Account allows you to be reimbursed by the Employer for expenses incurred by you and your dependents. 
 

However, if you participate in a HSA, you can only be reimbursed by the Employer for out-of-pocket dental, vision or preventive 
care expenses incurred by you and your dependents. 
 

If you are an HSA participant, drug costs, including insulin, may be reimbursed if they are considered for dental, vision or 
preventive care expenses. 
 

You may be reimbursed for "over the counter" drugs only if those drugs are prescribed for you. You may not, however, be 
reimbursed for 
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applicable). In any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from the plan or 
the issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 
 

Women's Health and Cancer Rights Act: This plan, as required by the Women's Health and Cancer Rights Act of 1998, will 
reimburse up to plan limits for benefits for mastectomy-related services including reconstruction and surgery to achieve symmetry 
between the breasts, prostheses, and complications resulting from a mastectomy (including lymphedema). Contact your Plan 
Administrator for more information. 
 
3. Dependent Care Flexible Spending Account  
 

The Dependent Care Flexible Spending Account enables you to pay for out-of-pocket, work-related dependent day-care cost with 
pre-tax dollars. If you are married, you can use the account if you and your spouse both work or, in some situations, if your spouse 
goes to school full-time. Single employees can also use the account. 
 

An eligible dependent is someone for whom you can claim expenses on Federal Income Tax Form 2441 "Credit for Child and 
Dependent Care Expenses." Children must be under age 13. Other dependents must be physically or mentally unable to care for 
themselves. Dependent Care arrangements which qualify include: 
 

(a) A Dependent (Day) Care Center, provided that if care is provided by the facility for more than six individuals, the facility 
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5. May I direct Plan contributions to my Health Savings Account?  
 

Yes. Any monies that you do not apply toward available benefits can be contributed to your Health Savings Account, which 
enables you to pay for expenses which are not covered by our insured medical plan and save taxes at the same time. Please see 
your Plan Administrator for further details. 
 

V 
BENEFIT PAYMENTS 

 
1. When will I receive payments from my accounts?  
 

During the course of the Plan Year, you may submit requests for reimbursement of expenses you have incurred. Expenses are 
considered "incurred" when the service is performed, not necessarily when it is paid for. The Administrator will provide you with 
acceptable forms for submitting these requests for reimbursement. If the request qualifies as a benefit or expense that the Plan has 
agreed to pay, you will receive a reimbursement payment soon thereafter. Remember, these reimbursements which are made from 
the Plan are generally not subject to federal income tax or withholding. Nor are they subject to Social Security taxes. Requests for 
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2. Employer Information  
 

Your Employer's name, address, and identification number are: 
 

University of Denver 
2199 University Blvd. Mary Reed Building 
Denver, Colorado 80208 
84-0404231 

 
3. Plan Administrator Information  
 

The name, address and business telephone number of your Plan's Administrator are: 
 

University of Denver 
2199 University Blvd. Mary Reed Building 
Denver, Colorado 80208 
(303) 871-7420 

 
The Administrator keeps the records for the Plan and is responsible for the administration of the Plan. The Administrator wil l also 

answer any questions you may have about our Plan. You may contact the Administrator for any further information about the Plan. 
 
4. Service of Legal Process  
 

The name and address of the Plan's agent for service of legal process are: 
 

University of Denver 
2199 University Blvd. Mary Reed Building 
Denver, Colorado 80208 

 
5. Type of Administration  
 

The type of Administration is Employer Administration. 
 
6. Claims Submission  
 

Claims for expenses should be submitted to: 
 

Rocky Mountain Reserve 
P.O. Box 631458 
Littleton, CO 80163 

 
IX 

ADDITIONAL PLAN INFORMATION 
 
1. Your Rights Under ERISA  
 

Plan Participants, eligible employees and all other employees of the Employer may be entitled to certain rights and protections 
under the Employee Retirement Income Security Act of 1974 (ERISA) and the Internal Revenue Code. These laws provide that 
Participants, eligible employees and all other employees are entitled to: 
 

(a) examine, without charge, at the Administrator's office, all Plan documents, including insurance contracts, collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department of 
Labor, and available at the Public Disclosure Room of the Employee Benefits Security Administration; 

 
(b) obtain copies of all Plan documents and other Plan information upon written request to the Administrator. The Administrator 
may charge a reasonable fee for the copies; 

 
(c) continue health coverage for a Participant, Spouse, or other dependents if there is a loss of coverage under the Plan as a 
result of a qualifying event. Employees or dependents may have to pay for such coverage; and 

 
(d) review this summary plan description and the documents governing the plan on the rules governing COBRA continuation 
rights. 

 
In addition to creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible for the operation 

of an employee benefit plan. The people who operate your Plan, called "fiduciaries" of the Plan, have a duty to do so prudently and in 
the best interest of you and other Plan Participants. 
 

No one, including your employer or any other person, may fire you or otherwise discriminate against you in any way to prevent 
you from obtaining a benefit or exercising your rights under ERISA. 
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If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of 
documents relating to the decision without charge, and to appeal any denial, all within certain time schedules. 
 

If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court. In 
addition, if you disagree with the Plan's decision or lack thereof concerning the qualified status of a medical child support order, you 
may file suit in Federal court. 
 

Under ERISA there are steps you can take to enforce the above rights. For instance, if you request materials from the Plan and 
do not receive them within thirty (30) days, you may file suit in a Federal court. In such a case, the court may request the 
Administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the Administrator. If you have a claim for benefits which is denied or ignored, in whole or in 
part, you may file suit in a state or Federal court. 
 

If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for asserting your rights, you 
may seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court. The court will decide who should pay 
court costs and legal fees. If you are successful, the court may order the person you have sued to pay these costs and fees. If you 
lose, the court may order you to pay these costs and fees; for example, if it finds your claim is frivolous. 
 

If you have any questions about the Plan, you should contact the Administrator. If you have any questions about this statement, 
or about your rights under ERISA or the Health Insurance Portability and Accountability Act (HIPAA) or if you need assistance in 
obtaining documents from the Administrator, you should contact either the nearest Regional or District Office of the U.S. Department 
of Labor's Employee Benefits Security Administration (EBSA) or visit the EBSA website at www.dol.gov/ebsa/. (Addresses and phone 
numbers of Regional and District EBSA Offices are available through EBSA's website.) You may also obtain certain publications 
about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security 
Administration. 
 
2. Claims Process  
 

You should submit all reimbursement claims during the Plan Year. For the Health Flexible Spending Account, you must submit 
claims no later than 60 days after the end of the Plan Year. For the Dependent Care Flexible Spending Account, you must submit 
claims no later than 60 days after the end of the Plan Year. Any claims submitted after that time will not be considered. 
 

Claims that are insured will be handled in accordance with procedures contained in the insurance policies. All other general 
requests should be directed to the Administrator of our Plan. If a dependent care claim under the Plan is denied in whole or in part, 
you or your beneficiary will receive written notification. The notification will include the reasons for the denial, with reference to the 
specific provisions of the Plan on which the denial was based, a description of any additional information needed to process the claim 
and an explanation of the claims review procedure. Within 60 days after denial, you or your beneficiary may submit a written request 
for reconsideration of the denial to the Administrator. 
 

Any such request should be accompanied by documents or records in support of your appeal. You or your beneficiary may 
review pertinent documents and submit issues and comments in writing. The Administrator will review the claim and provide, within 60 
days, a written response to the appeal. (This period may be extended an additional 60 days under certain circumstances.) In this 
response, the Administrator will explain the reason for the decision, with specific reference to the provisions of the Plan on which the 
decision is based. The Administrator has the exclusive right to interpret the appropriate plan provisions. Decisions of the Administrator 
are conclusive and binding. 
 

In the case of a claim for medical expenses under the Health Flexible Spending Account, the following timetable for claims 
applies: 

 
Notification of whether claim is accepted or denied 30 days 

 
Extension due to matters beyond the control of the Plan 15 days 

 
Insufficient information to process the claim: 

 
Notification to Participant 

 
15 days 

 
Response by Participant 45 days 

 
Review of claim denial 60 days 

 
The Plan Administrator will provide written or electronic notification of any claim denial. The notice will state: 

 
(a) The specific reason or reasons for the denial; 

 
(b) Reference to the specific Plan provisions on which the denial was based; 

 
(c) A description of any additional material or information necessary for the claimant to perfect the claim and an explanation of 
why such material or information is necessary; 

 

http://www.dol.gov/ebsa
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2. Who can become a Qualified Beneficiary?  
 

In general, a Qualified Beneficiary can be: 
 

(a) Any individual who, on the day before a Qualifying Event, is covered under a Plan by virtue of being on that day either a 
covered Employee, the Spouse of a covered Employee, or a Dependent child of a covered Employee. If, however, an individual 
who otherwise qualifies as a Qualified Beneficiary is denied or not offered coverage under the Plan under circumstances in which 
the denial or failure to offer constitutes a violation of applicable law, then the individual will be considered to have had the 
coverage and will be considered a Qualified Beneficiary if that individual experiences a Qualifying Event. 

 
(b) Any child who is born to or placed for adoption with a covered Employee during a period of COBRA continuation coverage, 
and any individual who is covered by the Plan as an alternate recipient under a qualified medical support order. If, however, an 
individual who otherwise qualifies as a Qualified Beneficiary is denied or not offered coverage under the Plan under 
circumstances in which the denial or failure to offer constitutes a violation of applicable law, then the individual will be considered 
to have had the coverage and will be considered a Qualified Beneficiary if that individual experiences a Qualifying Event. 

 
The term "covered Employee" includes any individual who is provided coverage under the Plan due to his or her performance of 

services for the employer sponsoring the Plan. However, this provision does not establish eligibility of these individuals. Eligibility for 
Plan coverage shall be determined in accordance with Plan Eligibility provisions. 
 

An individual is not a Qualified Beneficiary if the individual's status as a covered Employee is attributable to a period in which the 
individual was a nonresident alien who received from the individual's Employer no earned income that constituted income from 
sources within the United States. If, on account of the preceding reason, an individual is not a Qualified Beneficiary, then a Spouse or 
Dependent child of the individual will also not be considered a Qualified Beneficiary by virtue of the relationship to the individual. A 
domestic partner is not a Qualified Beneficiary. 
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elect COBRA continuation coverage and pay the appropriate premiums for the maximum time available to you, you will lose the right 
to convert to an individual health insurance policy, which does not impose such pre-existing condition exclusions. Finally, you should 
take into account that you have special enrollment rights under federal law (HIPAA). You have the right to request special enrollment 
in another group health plan for which you are otherwise eligible (such as a plan sponsored by your Spouse's employer) within 30 
days after Plan coverage ends due to a Qualifying Event listed above. You will also have the same special right at the end of COBRA 
continuation coverage if you get COBRA continuation coverage for the maximum time available to you. 
 
5. What is the procedure for obtaining COBRA continuation coverage?  
 

The Plan has conditioned the availability of COBRA continuation coverage upon the timely election of such coverage. An election 
is timely if it is made during the election period. 
 

6. What is the election period and how long must it last?  
 

The election period is the time period within which the Qualified Beneficiary must elect COBRA continuation coverage under the 
Plan. The election period must begin no later than the date the Qualified Beneficiary would lose coverage on account of the Qualifying 
Event and ends 60 days after the later of the date the Qualified Beneficiary would lose coverage on account of the Qualifying Event or 
the date notice is provided to the Qualified Beneficiary of her or his right to elect COBRA continuation coverage. If coverage is not 
elected within the 60 day period, all rights to elect COBRA continuation coverage are forfeited. 
 

Note: If a covered Employee who has been terminated or experienced a reduction of hours qualifies for a trade readjustment 
allowance or alternative trade adjustment assistance under a federal law called the Trade Act of 2002, and the employee and his or 
her covered dependents have not elected COBRA coverage within the normal election period, a second opportunity to elect COBRA 
coverage will be made available for themselves and certain family members, but only within a limited period of 60 days or less and 
only during the six months immediately after their group health plan coverage ended. Any person who qualifies or thinks that he or 
she and/or his or her family members may qualify for assistance under this special provision should contact the Plan Administrator or 
its designee for further information. 
 

The Trade Act of 2002 also created a tax credit for certain TAA-eligible individuals and for certain retired employees who are 
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disability resulted in the Qualified Beneficiary's entitlement to the disability extension is no longer disabled, whichever is 
earlier; or 

 
(2) the end of the maximum coverage period that applies to the Qualified Beneficiary without regard to the disability 
extension. 

 
The Plan can terminate for cause the coverage of a Qualified Beneficiary on the same basis that the Plan terminates for cause 

the coverage of similarly situated non-COBRA beneficiaries, for example, for the submission of a fraudulent claim. 
 

In 




